Sir,

A 77-year-old woman was referred to our department, complaining of skin eruption on the back, which appeared 8 months previously after hitting her back against a big tree. A few months before, she was diagnosed with sarcoidosis based on bilateral uveitis and bilateral hilar lymphadenopathy, confirmed by chest X-ray and computed tomography. Laboratory examination showed elevated serum angiotensin-converting enzyme (ACE) levels (34.9 U/L, normal range: 7--25) and lysozyme levels (12.6 μg/mL, normal: 5--10.2). Tuberculin test was negative. Examination by a bronchoscopic lung biopsy showed a number of non-caseating epitheliod granulomas. Physical examination showed a 23 × 17 mm, well-circumscribed round brownish plaque on the lower back. A biopsy specimen revealed superficial basal cell carcinoma (BCC), and the remaining lesion was totally removed with a 5-mm margin. Histological features showed basaloid tumor nests connected to the epidermis or located below the epidermis \[[Figure 1a](#F1){ref-type="fig"}\]. The tumor cells possessed small hyperchromatic nuclei and exhibited peripheral palisading. Furthermore, sarcoidal granulomas were also scattered in the subcutaneous tissues \[Figure [1b](#F1){ref-type="fig"} and [c](#F1){ref-type="fig"}\], which were immunoreactive for CD68 \[[Figure 1d](#F1){ref-type="fig"}\].

![(a) Histology showing superficial basaloid nests, and subcutaneous sarcoidal granulomas (surrounded by dotted line) (H and E, ×2.5). Higher magnification of the superficial tumor nests are shown in inserts. (b) Higher magnification of the subcutaneous sarcoidal granulomas (×100). (c) Higher magnification of sarcoidal granuloma with histiocytes and giant cells (×400), which are immunoreactive for CD68. (d) (×400)](IJD-60-638b-g001){#F1}

We presented a case of superficial BCC that occurred in a patient with systemic sarcoidosis, in which sarcoidal granulomas were co-existed in the subcutaneous tissues in the same specimen. There are few reports of co-existence of sarcoidal granuloma in association with other skin tumors, such as BCC,\[[@ref1]\] nodular cystic fat necrosis\[[@ref2]\] and porokeratosis.\[[@ref3]\] Ogata *et al*.\[[@ref1]\] reported a case which exhibited epitheliod cell granuloma within the surrounding stroma of BCC tumor nests in a patient with sarcoidosis with cutaneous sarcoidal plaques. By contrast, our case did not have cutaneous lesions of sarcoidosis, and subcutaneous nodule was not palpable under the BCC plaque. In our case, it is unlikely that BCC tumor cells induced sarcoidal granuloma, because sarcoidal granulomas were located in the subcutis, far distant from the BCC tumor nests in the superficial dermis. Our patient stated that BCC occurred following bruise on the back, which may have a role in the formation of sarcoidal granuloma as the Koebner phenomenon. The Koebner phenomenon is sometimes seen in sarcoidosis following injury or minor trauma such as scar, Bacille Calmette-Guerin (BCG), tattoo, herpes zoster, and so on. Upon epidermal injury, several proinflammatory cytokines, i.e. interleukin-1 (IL-1), tumor necrosis factor-α (TNF-α) and granulocyte macrophage-colony stimulating factor (GM-CSF), are released, which may be subsequently followed by disease-specific reactions mediated by T cells, B cells, autoantibodies and immune complex deposition under the susceptible backgrounds.\[[@ref4]\] Another possibility is that co-occurrence of sarcoidal granuloma with skin tumors in patients with systemic sarcoidosis is not so rare and underreported, and cutaneous sarcoidal granuloma may asymptomatically exist in the subcutaneous tissues. Because we did not carry out a random biopsy from normal appearing sites, it is uncertain whether subcutaneous sarcoidal granuloma existed restricted to the sites underlying BCC.
